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Fibromatosis of the breast: a benign lesion
which simulates a carcinoma
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The fibromatoses are a group of benign proliferations offibrous tissue which have
an infiltrative growth pattern and a tendency to recur, but do not metastasise.
Fibromatosis of the breast is rare, and less than 50 cases are described in the
world literature.], 2, 3, 4
CASE HISTORY
A 56-year-old woman presented to surgical out-patients having found a lump in
her right breast seven weeks previously. She had 12 children, all breast-fed, was
on no hormonal therapy, and reported no history of trauma. There was no family
history of breast carcinoma or other breast disease. A 3 x 4cm mass was
palpable in the right lower inner quadrant, attached deeply and with some skin
tethering. No lymph nodes were palpable. The clinical impression was that of a
carcinoma. Mammography showed some bilateral breast thickening, but did not
suggest carcinoma. Wide local surgical excision of the lesion with removal of a
portion of chest wall fascia was carried out. The resected specimen was sent for
frozen section examination.
The main portion of tissue weighed 106g and contained a 2-5cm diameter
tumour, lying 1-5cm deep to the skin. It was greyish -white and very firm, with a
stellate infiltrative margin. The gross appearance was suggestive of carcinoma.
Histology of the frozen section showed interwoven bundles of uniform spindle
cells, with no pleomorphism and no epithelial component. A tentative diagnosis
of fibromatosis was made. The differential diagnosis included spindle -cell
sarcoma or part of a cystosarcoma phyllodes, although no epithelial clefts were
present. The diagnosis of fibromatosis was confirmed on examination of paraffin
sections. Bundles of-uniform spindle cells were interlaced with collagen, and the
edge was clearly infiltrative. Only occasional breast ducts were indentified. There
was no cellular atypia and the mitotic count was less than 3 per 10 high power
fields (Figs 1 and 2). The separate portion of chest wall fascia and muscle
submitted was uninvolved. Immunoperoxidase staining indicated a tumour of
mesenchymal origin, as vimentin was positive, while epithelial and muscle
markers were negative. Electron microscopy showed the majority of the cells to
be fibroblasts, with frequent myofibroblasts, in keeping with the histological
diagnosis of fibromatosis.
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Fig I. Infiltrative edge of lesion with involve-
ment of breast lobule (x 300).
ffl
Fig 2. Representative high powerfield showing
uniform fibroblasts. A normal mitotic figure is
present (x 675).
DISCUSSION
Fibromatosis of the breast is a rare condition with less than 50 cases described in
the world literature.1' 2, 3, 4 Possible aetiological factors are trauma (30% of
patients), hormonal influence (increased incidenceoffibromatoses in pregnancy),
and genetic predisposition (in association with Gardner's syndrome).4 The clinical
appearance ofa hard fixed lump is often suggestive ofcarcinoma, and there seem
to be no specific features which make pre-biopsy diagnosis possible. Mammo-
graphy may also be misleading,5 although in this case the mammogram showed
no features of carcinoma. Several cases have been reported in which the clinical
and radiographic findings have led to unnecessary mastectomy because of
mistaken diagnosis,"12 and in one reported case a cytological aspirate was
also falsely positive for carcinoma.2 However, the possibility of unnecessary
mastectomy seems unlikely nowadays, as the trend in breast surgery has moved
towards local resection.
Thetypical histological appearance isofinterwoven bundlesofuniform fibroblasts
and collagen, with a characteristically infiltrative edge. The presence of breast
ducts/lobules may be taken as an indication that the lesion has arisen in breast
parenchyma rather than chest wall fascia.3 In this case occasional breast ducts
were present, and the separately submitted portion of muscle and chest wall
fascia deep to the lesion was uninvolved.
Treatment advocated by most authors is wide local excision' 2 although some
recommend mastectomy because of the high risk of recurrence.4 The risk of
recurrence appears to be related solely to the presence of fibromatosis at the
surgical marginsof excision, and it hasbeen shown that other histological features
such as cellularity, atypia and mitotic count do not predict the likelihood of
recurrence.3 The majority of recurrences manifest within 3 years.4
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